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Index: 
e Chronic Renal Failure. e Glomerulo-Nephrinis, 
© Acure Renal Failure. © Nephroric & Nephritic $. 
e Acute Tubular Necrosis, e TIN / UN / Tubular Defects. 
e Dialysis & Kidney * RAS — ADPKD — Renal Carcinoma. 
Ше o Renal Srones. 

















CHEST: 

1) pneumonia. (JL iwouwrm. 

2) Acidotic breathing. (ain oven) 
3) МОРЕ, (А805) 





Gradual - slowly progressive 
- irreversible deterioration of KF = ESRD. 
(Requires Dialysis / Transpiant) 








CUS: 
1) pericarditis dt * = “painless” immediate dialysis 





CHRONIC RENAL FAILURE = UREMIC 





GIT: 
1) NH, Odor. (cr UREA SPUTTINGIN SALIVA BY B. FLORA) 
4) NU D & Нїсойай => инел СТУ еше ченду tot) 
3) Gastritis — =ә o” + Î GASTRIN. 


4) CI bleeding — | BP — d Kap, PERFUSION. 
5) Hepatitis (BC) — Dr BLOOD TRANSFUSION, 
































2) pericardial eff, = hgic e temponade dt heparin used during HD. 
3) CARDIO-MYOPATKRT DT” => HF Shin 
4) MMHMUS at Et. (hyper-kalemia) Itching dt Color recurrent 
5) Hvcartysion ——— — DT solt & Hj retention. ET pyogenic int, 
1 Са йр. +3°#РЇ, 
Endocrine ТР 
earthy look Urea frost bronze 
Insult Resistance pituitary dysfunction Уба dii un drm 4 J 
Жап Кетте брі 
4 4 4 pallor > anemia whiishpowder — Haemo- 
is ALt- TRH Í'meiatonin onskin surface  chromatosis 
ee 4 Z HPT Cholesterol 
sa 50 едите, 
host owe = ROD 
u no rhea impotence 
эташ. отеди meet T P retention i vir D activ. METABOLIC 
(del a, nko) 
Е©нЕ + ld nein TEP China i 2 ‚н 
D Y 
Bow x 2° APT 4са 
== үа iwBG LPa hy, ше T 
yim "IL Tio AST HSE v 4 а 
n : Osreo-malacia 
2) Verte (oat) Жш жүз polyurea Oliguria en 
3) Bt ger orto meet та umanon | (орелот у d i 6 
РА NG ing HPT 
4 Mese rrr ааныш | Tidal metros алиа |) Озкан fibaosa si amon 
sl AM) im innonoligre pts) nocturia сузл — 




















Newropathy 


Motor SENSORY 


ms. WeAkNess 


UREA 


DIALYSIS 
ENCEPHALOPATHY 


STROKES 


Ü 
due toHTN & 
bl. tendency. 


Glove & 


Stock 
hypothesia 


rapid urea AL toxicity 
y J 
Brain edema 


U 
Dis-Eouilibrium $ 


asin DM rapid J in BS. 


D ialysis 
D ementia 


8-ACID BASE & ELECTROLYTES 


FAN СА 
At К. ЇР – ГАІ. (bec. all are excrered through kidney) 


Na Normal (excess water intake —> Dilutional hypoNatermeia) 
\ pH => metabolic acidosis due to H* retention. 


Autonomic 


ЕЕ 


al Rs. Muscarinic 


| Impotence S D.&C.& 


T | Gastro-paresis | 





MUSCLES 


e Uremic Myopathy 
e Uremic Myoclonus 


= Convulsions. 


* UL LL 
U у 
Carpal tunnel $ Restless legs 
dt Amyloidosis (irresistible need to 
(B2 y-globulin). move legs) 





BDZ 











Investigations for CRF 








To prove RF To prove Chronici CAUSES (ro conmol any Reversible factors 
( ) 

e T Urea & Cr. 1) Blood: (1 Ca, 1P, / Hb) bur may occun c ARF. 1) Urine: 

s ox PH, TK Carbamylared lb = Non-enzymatic reaction ber. urea & lib => CKD a) pus cells — active bacterial infection. 


2) Urine: 
e Broad casts. 


e Low fixed Sp. G (1010) — Iso-thenuria. 


Й. с нон 


Sonar 
Shrunken 
Symetrical | 


| Ch. GN 






/1) Diabetic Nephropathy. 
2) Amyloidosis. 


Assyemetrical 


Ch. PN | 3) hydro-nephrosis 


Enlarged 


— \A) Polycystic kidney / 


b) RBCs casts > GN 
2) X-Ray = stone. 
3) Sonar = stones & hydro-nephrosis. 


4) Blood: 
a) Bl. Sugar = Diabetic nephropathy. 
b) Markers — SLE 
c) Eosinophilia — Vasculitis. 


Aqqnavarinq Factors in Uremia: (Reversible) 


a)  HHPO-TENSION, => \ HONEY PERFUSION, 

4) лж DRUGS, (NSAID - AG) 

e]. T7 & OBSTRUCTION. 

d) HPERTENSHE CRISS, 

e). SMOKING ~ HGH PROTEW DIET 

И Стая Инетте, ГАР Mange / GT ) 





TREATMENT OF CRF 





Conservative = MEDICAL TIT 


Dialysis 








Indication: all 3 together} 


1) Fair GC = minimal symptoms. 
2) S. Cr. < 8mq% (< 6qm in Diabetics) 
%) Blood urea < 200 mg %. 


1) Bad GC. 
2) S. Cr. > 8 and > 6 in DM 
3) BL Urea > 200. 











MEDICAL TREATMENT OF CRF 


GIT: 


e Vomiting & Hiccough => Domperidone. 




















IRENO-PROTECTION TO 


Dier Fluid Chart Slow progress of Renal D.?! 


1) Dier pn. Resmicriou — 4 «E29 Ifno Response ... start Dialysis immediately. 






+L porcine ы b 290g jeb 2) D. nephropathy —> ACE/0e ARBs. (GP) e Gastritis => H, blockers or PPI. 


prev. day) 3) Conmol BP / BS in DM. Acid-Base: 
ES PI flait itake —> 4) Avoid Nephro-toxic Drugs. 


[ent pice of reat) | E аа i TiK inake Ri fi IT 
Aaid Profrged pr, restriction | fruits & 4 age 5) Correct any Reversible factor. 8 XK intake + Remove from GIT 
> mab ritriion £0 start Cirrus a Sonbisrenir (causes const. — Lactulose) 


Гарой carbon © Lasix & | dose of ACE-I & ARBs 
CUS: ЖР... e If no response = Dialysis. 


1) HIN BB / CCB. / ACEA. 1) ty. pr. — Congested Neck v. 


2) Prni-candiris Indication of Dialysis 2) ТА. рв. > Î BP 
NSAID (nephro-toxic) 3) PE — Dyspnea — Onrhopnea. 
Steroids, 4) Resistant HTN. 



















PRURITIS: Control Ca/P balance + Anti-hisraminics, 


REVERSIBLE FACTORS: 


e UTI=> 48 Stone => ушу 
© DM= «etel HIN > entel 
Monthly follow up (Cr., urea, Na and K, Hb ,Ca ,P) 






3) Hypolipidimics Lein re Dose ъл он. 
4) HF & Arrhyrhmia > (see C.V.S.). (80 mq IV / IM) 


Endocrine: 


** Ca supply => Ca CO, + Vr D (1-0) 
** Awabolic Srenoids for Bone D.-- 4 protein cat. 












SE oo PHOSPHATE CHELATORS: 


1) Сл CO, acrs as: 


a) Ca supplement 


* T prolactin =  Bromo-criprine. 


b) 4P absorption. 
с) ttt. of Acidosis. 


> S/E=constoaton.....20 give... Ch acetate 


Blood “ANEMIA” 


e iron Infusion. 


o Eryrhropoittin. 4 r reserse => thor def / Вор Мавод 


2) ALOH musr be avoided => ROD + Dementia. 


3) Non-Ca / Non-Al (Sevelamer) 800 mg TDS before meals 


* Avoid Blood TR. \ scatiator of HA fhe. —> Boror i Rest 
Гарби + \ Reb of patte B & C afectar 








Advantages 


(Cont. Medical 
TIT. of CRF) 


Indication 


Disadv. 


Contra- 
indication 


haemo-Dialysis 


1 less invasive than peritoneal Dialysis. 
2 Rapid action. 


1) ARF & CRF. 

2) TK + 1Ca 

7) Dnuq roxiciry. Esp. Alcohol. 

4) Ascites = Ubme-filrrarion & Reinfusion. 
7) PE —Ulma-filmariow. 


Infection (Hepatitis / HV / IEC dee to бета (удай Catheter) 
Bleeding, (dec to heparin + Theonbcasthenit) 


Brain edema. “Dys-equilibrium $" (t ef V deren. / Ma Kluse) 


Hypo-tension. 
Dialysis Dementia. /¢ A iot 


Dialysis Amyloidosis. & acc. Athero-sclerosis /4¢ ixconpatitle dialyzable 
кебете —> bl Reactions —> Chronico flan. state} 


Air embolism. 


Bleeding tendency. 


Hypotension. 





Peritoneal Dialysis 


1 Natural membrane = remove the middle molecule subst. 
2 Mo heparin use. 

3 No haemo dynamic changes. 

1) Bleeding tendency. 

2) Diabetic nephropathy. 


3) Hypotension (bec іт doesn’t cause hemodynamic disturbances) 


1) Infection = peritonitis. 
2) Delayed response. (time consuming) 
3) Injury of viscous organ. 


P 


* Urgent case.(Haemodialysis is preferred) 


D 


* Ascites. 


4% 


* Peritoneal adhesions. 


^ 


* Intra-Abdominal Sepsis. 








Kidney Transplantation 


Paes ae 








Pre-operative Operative Post - optnarive 
1- ABO &HLA for Donor & Recipient. 1- Nephrectomy = We try To shorten (to O rejection) 
2- Donor = Routine invest. (angio - scan - IVP) e Hor ischemia (time bet. clamping of renal vs & *) 1) Steroids. 


жы E К * Cold Ischemia (time bet. * & transplant). 
3- Recipient => MicirunariNq cysroqnaM — to 


2) Cyclosporine. 
exclude reflux. 2- Kid. perfusion =>wash capillaries to © u-thrombi. 


3) Mycophenolate. 


3- Kid. transplant = anastomosis e iliac vs & uretero-vesical 
anastomosis. 





Indications of Kidney Transplant = E S$ R D 


e Ch. CN/PN. Chronic IN. 

e ADPKD Lupus Nephntis. (not a # for mansplant bec. tr. of lupus = 11. of Graft) 
e@  Obsmucrion Unoparhy. 

e Amyloidosis. 


Common complication Recurrence after transplantation 


A.T. N. 1) MPGN. (Type Il). 


Rejection FSGN 
RV or RA thrombosis. 2) FSCN. 


Urine Leakage at uremo-vesical anastomosis. 3) Good pasreun's $. 


Complications from immune-suppression. 4) Type I Oxaluria. (liver problem dr T production) 


Recurrence of the 1” renal disease. 





Eg. member. Prolif, FSGS. 














Causes 


СІ./Р 


INvesr. 


= 





ACUTE RENAL FAILURE 


Sudden dleterioration of Ridney functions within hro. or days - reversible uxth treatment of the cause. 


Renal 
Суйу parenchymal renal disease” 


Pre — Renal = Reversible 
Ihormal kidney with Voerysion’..functonal dlsorder only 


1) hypo volemia (1 BP. VP 
o Med —> he, 
e plara —> bams, 
«flake —> sever dichhrea - parcreatiles 
2) Shock + Normal volume (BP + 7 VP) 
. Cardagenie 74 [extensive й) 
© Massioe pola, ное, (fron DUT) 


3) Serous Sac: porcreatitive - hepato-renel §, 


4) Drugs= (NSAID ... + PG —> renal Ischemia) 
& (ACE4 — 1 IGP > GFR) 


Onrrhosraric| 
ТХ 


OF the Cause. 


No Manifestations of uremia, 


1) TIT Une > Са анало рата у ац ава, 


PET BUN / Cn. Влпо > 20:1 ЕОД?/Г 


3) V Na in Unine — 27 7f ez TO COMPENSATE THE LEP 


4) UA рат CASTS. 


7) Sonar —» Normal 


1) Ofthe Cause: 
e Exr. MI > Dopamine 
e Pulm. Embolism > Thrombolyric Th. 
2) CYP — Adjust fluid intake 
3) Dopamine (small dose) — VD of afferent a. 


AIN. “neglected pre-RF” > casts| 
Acurt IN — Eosinophilia —uria. 


Acure severe PN e papillary 
necrosis > in DM. 


RPGN — RBCs casts. 


Malignant HTN —> 7/GP 


1) OFARF. (Oliqunia + HTN) + NY .. Acidotic br. + 
Uremic Enceph. + hyper-volemia € PE) 


2) Of the cause. 


1) Î Urea nor high « danage of tabales > cant 
reabsirb Urea —> Urea uot high —> BUN uct high, 


ПТУ 


3) Casts + Granular > ATN 
* RBCs — Acute GN. 


4) Acute IN —> EOSINOPHILIA - бА. 
5) Vasculitis > ИСА & T BP 
6) Sonar—> Normal Size & 4, Еснодємесіту. 





1) General: ucl ous s sHJI Gu оо ә Ј5Ї 
2) of the Cause 
* — RPGN Pulse Steroid th. 
* — Acure TIN — Srop Neplino-roxic drugs. 
«Acute PN > ABs 


Acure onser of 


Post- Renal 
‘Obstruction > interference”..nover fluids 


1) Bi4ar. Unerenic obsr. 
2) Uni-lat. Unertnic obsr. 


[ Dr. E, Olifuria & 
Anuria for 2days 


о ГРЕТА _ Ами _ INSERT Urine Catheter 


e Dererioratiot 





No Urine Output | 


| 
Urin Output 












1) Î Urea & Ci — 
Retention ARF | 
2) Sonar — ba 
Sonar | 
"prostate" = 5 
cic "E | +VE | 


Urine Ourput | | No Urine Ourput 


Renal "ATN" 


Interference. 


Diuresis 


(ureteric catheter / stents / nephrostomy) 











ACUTE TUBULAR NECROSIS =AIN 
|. Oliquriic phase (24 wie) Polyuric phase (5-4 dys) Posr Diuretic phase 


Ischemic ATN | Toxic ATN 

Causes: "Diffuse affection" "mainly PCT" 
dr neglected [| Endog. | Ехоф. i 
pre-RF РЕ" —T—SN 


1) lib. avi = G6PD + AINA + Crush $) 
2) Mb. (Rhabdomyolysis} 
3) Bilirubin Neph. (Obst. J) 



















1) Relief of Tubular Obsr. 


2) Regeneration of kid. Tubules bur still unable to 
CONC. URINE. 
















1) Conrarst .... 
2) Drugs: AG. 
3) Govt Sptiicemia. 








3) Urea retention. (Osmotic diuresis) 






СІ./Р = manifestation of the cause + ARF 














Urine vol. Oliqurea / Anuria. Differs from CRE in: 1) Clinical improvement. 1) Clinical improvement. 
ẹ GIT ° NV. 5 E e. al 2) J Na, J K due To dieresis. 2) KFT — Normal. 
e CUS 4$ Hypertension. oe а : 
3) No Anemia. 3) Urine ourpur > 3-5 L / d 3) Urine our pur > Normal. 


@ Hyper-vol. > PE. 


« MrrABOLIC e TK = weakness — arrhythmia. 
e Acidosis —acidotic breathing 


Invest. (no biopsy needed) 
1) Blood > fUrea & Cr. (¢ pH - TK) 
¥Ca & TP. 
¥ Hb & sometimes normal. 


2) Urine = QMO RAZ + Choonie GW dt datatin of healthy nephrons) 


3) Sonar > almost normal kid. 





= Neglected Cases of ARF 
Cortical 
слова _ | ECROSIS 

Irreversible 
di CRF 











TREATMENT: — (AT reg л> ооло Ьо) ао 








s Ji dh cus os 1) Fluid Indications of HD in ARF: 
Аша | 1) tHY> NaHCO, J U 1)  HYPER-KALEMIA, 


2) № & K supplements. 
2) fperei, 2] Ayper-k — Glucose + Insulin Fluid chart Protein ) pple 2) $. ACIDOSIS. 


3) Perieardtie, 3) Byper-vol & HTN. 500 a0 + 0, of arie aK 3) HYPER-VOL. > PEE. 
4) Hyper-ph > Ca +ALOH i the prec, dag, 4)  PERFCARDITIS. (EMERGENCY) 






























DD 


e Appendicitis. 


e Peri-Nephric absess. so wiary syp 
or freding ouly boin pair & tenderness, 





DD Fever + Rigors 


Acure PN. 
hemolyric Crisis. 
Asc. Cholangitis. 
Malaria. 
Amotbic liver. 
Pyogenic Abscess 
















PDF 


Sex: 9>3- short urethra+ no bactericidal prostatic fluid. 
2) ObsmucrioN 
o young > 
o old => 
3) Preqnancy 


e Hormones > relaxation of ureters > stasis. 
e pressure of uterus > stasis. 


stone ,B. 
prostate++ 


4) Neurogenic bladder —> eg paraplegia 
5) Catherer > Nosocomial infection. 
VUR: esp. in Children 
• Recurrent UTI => VUR. 
e Reflux nephropathy (FSGN) —> Nephrotic $. 
7) Renal diseases oligurea > washout of urine — infection. 


Systemic disease > DAZ. 











Classic Child 


Acute PyeloNephritis 


"nfecton in interea! t o4 renal parenchyma that may reach to renal pebio S-mucosa.” 











> CI/P. of Pyelo-Nevhritis 











ppt. factors 





Rout of 
Infection 


| 












E. Coli. 
Klebsiella. 





1) Asc. from Urethra & UB. 






2) hematogenous. 
3) Lymphatic. 

















Proteus. 














Staph. - 
Recurrent UTI 


since Childhood 






Enterococcus 








No Response то АВ5 
ЕЧЕМА ... puffiness 


UA: heavy-proreinuria 
— — 
VUR 

D0—— 


| FSGN | 

































| Recurrent UTI 


Pregnancy I9 





Fever € out localization 


+ reflex vomiting 


1) 


2) Loin pain & tenderness. 


FAHM —Rigors 








— misdiag. as GE. 





3) Dysuria, frequency turbid urine. 











1) Аѕумртоматіс. Acute Necrotizing 
2) Bacreniunia ^ 100.000 papillitis. 
ml —40 96 PN. —ARF. 














Investigations for Acure PN: 





1) Urine + pus ces 
S "t CR 


UBCS CASTE AS IT (S AN UPPER ATI. 


2) Blood — Î ESR /CRP / TLC TWT M PARENGHMA" 





3) Invest. the cause esp. in £ 
e Plin UT > stone. 
• IVP— stone, stricture. 
* Micrunarinq cysrogram (for reflux). 
• Sonar. 
TREATMENT 


1) ABS. (Co-trimoxazole = Sumrim Or Amoxacillin) 
2) Then AB according to C&S for 7-10 days. 


3) Repeat culrure during mm & after 7 & 21 days from mT 
a) Same org. within 7 d > relapse. 
b) Same or other org. after 2 wks & -ve Bacteriuria — re-infection. 


[IF WO APPARET CAUSE DP FESISTAWT DR]. —h HB FD 2-6 WAS ACCORDING TO C&S) 
4) Alteration of PH: 
a) Alkaline urine (Na HCO:) > potentiate Sulpha + AG. 
b) Acidic urine (vitC) — potentiate Terracycline. 
7) Fluid intake: 


& ^ ‚ 
. furine output > 7 washout of urine. 


e Dilute the urinary conc. of Ab—> harmful ?!. 





prophylaxis in 2 with Recurrent UTI 
V fii >2l/O 


Drugs used in UTI: М буй, eaptying of UB, вае 


¢ Co-trimoxazole 2 tb / 12 bee М Dichle nivteretion if refller present, 
e Ampicillin 500 ng / 6 kes, V Epig UB before & efler teresse, 
e Amoxacillin 500 ng / 6 kre. fatter- an rupit] 
i i 700 ng / д krs orally, 
e Nitrofurantoin S А uu» 
e Nalidixic acid 500 0g / 6 hes, -> P. Neuropathy 
e Garamycin Sug / kgf di deidad dase, 
e Nephroroxic Anp 50 ap / hrs, 
e ?"6 CS Cofstarine 2 ga f dM T final rephestexicity) 


e Ofloxacin #00 яу / 12 hes, 














Chronic PyeloNephritis 


“Due ro Chronic Stagnation = YUR on Obstructive “stone / stricture” 





CL/P 


1) hisony oF icunnevr UTI. Fanmen with B, recurren UTI 


2) Palyunra (xo response 19 ADH) = Nephrogenic DI 
dr infecvion in Inenstial. 


Voniring — Anemia 


HIN ~ Asicres. 
3) CRF. 
CRF. 





INVESTIGATIONS: 


1) Urine» +ve C&S , pus (few) + WBCs casts + 
(No RBC casts as no GN) 


2) Of rhe cause: 
4 AM SHRINE HANES ASHER 
1) WP auem ОАЕ ЭРТЕ ТРАГА ДР W RIAL D 
ej MICTRBATIVE COTE ERAM (FOR READ, 


Treamenr: 
1) ABS Ax CESAR A 10 ONE 
2) Long Tew suppressive thenapy for 3-6 ws. (v. Low dose & follow by CAS) 
EAM BOM Га 
 NIRORIWTOR 59 MC п. URINARY ANTI-SEPTIC DOSE 
Тйгк тоожу а 
З} Innma-vaginal esmoges —> posmmenopnusil women. 
Д} Reflux in Children — Unerenal Re-implamarion in bladden to Form a compensated valve. 


NB: Calculate the dose of AG acc. To s. Creatinine. 






















та lost in urine: LMWP 


Орау be glomender borer 



















A) Albumin 

Ь) ATAII - Protein C,S. 

с) Iq S 
d) Thyroglobulin. heauy p voteinuia 
є) Transferrin —> Iron def. an. {(>3.5gm/24hrs./ 1.73 nP) 
















hypoo-roteinemia 
"selective to LMWP" 


+ Oncoric pr. + Ayber- 
loss of fluid in ISF 


edema ХУ ІУ Volume 
"Gradual / marked / Generalized" o — 
® RAS 
n 


| 
7 Aldosterone | 


+ ADH | 












starts as 
puffiness 





Serous 
Transudation 












7 













"max. at the 
morning " 






epleural eff. 


e pericardial eff. 
e Ascites. 


(ат Ф of hepatocytes to 
synthesize HMWP) 


hyaline or fatty 
casts 





Nol GFR 
"except late" 








No Oliqunia 








No Azotemia 


No HIN Also as 
BP is balanced ber. 


EE 





















Моріс $ uuo 


Ommune complex 
deboston atte glomeruh 

















mild inary o be mainly endotelial &- 
| gfomendar barter qt proliraton 
nem marked VA GER 
RBCs Casts | ers | —" 
in iss Ell] [s 





Azotemia 








x ТАРН 
Smoky Urine — 
= Dark Urine SA UTER HTN 
"dr passage of RBCs RETENTION & Edema? 


through Glomeruli then 
Tubule" ) 
S. 4 














ccc. by Gradual onset 












© heavy-proteinuria. > 3.5 qm /24 hrs! 1.73 m* 
e hypo-proteinemia. 
edema 


[rasite & generalized) 


Xhyper-cholesterolemia 
(t Ô lpeproteir syatesis by hepatocytes) 


MILD INFLAM. —> No Active urinary sediments. 












Nephrotic $ 
+ Active Urinary Sediments: 
(dr sever inflame. in Glomeruli) 











Mixep GN 
a) MPGN. 
b) Mesangio-prolif. 







ccc. by sudden onset (days) 





MARKED INFLAM. —> Active Urinary sediments. (RBCs — WBCs 







DE haematuria ..... RBC Casts + Dysmorphi 


e  oligurea. 


edema hyper-tension 
[tld & troabized) & Azotemia 











Nephrotic $ 


4 Nephi $ (Gente BN) 




















" 


C 1" CN > GN T) post. Infectious: 
еше IT mut EE а) Sept £-2 wis after sore-throat, 
MINIMAL LESION. Disberic / Amyloidosis. b) Seph: pumo viral. 
MEMBRANOUS GN SLE - RA. SIE, 1с 
FSGS Infections: 3- aca, 2E = 
MPGN Опис: ТЕСИ САРРА 3) Ул$йлт, SHUNT NEPHRITIS. 
MESANGIO-PROL. Malignancy: conpames a) HSP. CfYO-GLOROLINEMI, 
Investigations 
1. Blood = дедин. = Minutes (SLE, ASOT, ANCA) 
= LC, Cr- CRYO-GIOBUUNENI. 
2. Urine . + proteinuria « 3m,» 3m. 
v ans EPI, ii) s 
3. Rehal F. | • Шнеа-Ся- 809 = Новим. (онай L GFR exceptia TT} | 6 PP ynen. Cx. (ortumazo GFR} 
4. Biopsy in RPGN suggesting cresentric GN 








> TREATMENT 





CONSERVATIVE IMMUNO- SUPPRESSIVE 
edema —» Diuntrics. (Lesiv- Aldacronc). (STEROID + OTHERS} 


1) Elid chann: dr “oligunia” 
* control BP. 
+ salt restriction 
* protein restriction expt sewre aea. 








2) hyper-chotest. —› lypo-ipidinics. (Serine) 2) HIN / Edema —> Dienerics & BBs. 
3) proteinuria — ACEA (canly ix DM) 3) of the Cause. 
> CONTROLBP & Suqu- Dicr.fr.trsmcnoviseiv DN) 4). of Complications 
> COMPLICATIONS 
5 үүт” -" T). lypenrtwsive Encephiloparhy. “fins” 
D Pim sg 2) .. HE >) BP 
а Раж arr Bhaiu 3) PE dr “oligunia > wns > AE 
— а ч > DNA OTOA 
Pun. Evb. e we $i. ACAS 
» Clespis: leepneh ([ ATE CAS =D) 4) REGN, 
4) Pham вани. Сара Dogs e 





(отте е йет + Ёле + ORI TER o PAREDE) 











> progrosis 








DD of Generalized edema 


Condiac ! hepatic Renal. 


= 90 9% meow, 
= 50% псом. 
= RPGN 7 Chronic GN. 





Э) Some eases 








Nepluetic GN 


Neplwitic GN 





MINIMAL LESION 


Children 
not true GN dt absence of inflam. 
20% 
ccc. by 


© STEROID SENSITIVE. 

© SELCTIVE PROTEINURIA 
o SPW. REMISSION. 

* Wo CF 


Causes | 1” => Idiopathic. 


zm EET 





or Effacement. 


• fusion of foot processes. 


MEMBRANOUS 


dull (MC cause) 
i old age => mabgnancy,. 


ccc. by 
e heavy proteinuria ...(AT-III, Protein C,S) 


TTRY Thrombosi 


(loin pain.. .Duplexscan + sonar) 
e CRFIN 5-10 YRS. 
1" = Idiopathic. 
2" => «SLE. 
* Capropnil (large dose for long duration) 
* Gold — penicillamine. 


Oa anc eee Malignancy (old age) 


e Thick BM dt deposition of IC. 
¢ Sub-epithelial spikes. 


crocal Segmental 


Children (2"4 MC cause) 
(йе бо. 


ccc. by 
e STEROID RESISTANT 
e CRFIN10 YEARS. 


I” = Idiopathic. 


2" => HIV, Heroin ....ESRD -« Iyr. 


VUR, B, QAN. 


Normal (Nil $) Thick BM Stain by Congo red — pink. 


• Focal = some glomeruli affected. 


• Segmental > part of the glomerus. 


e Sclerosis = hyaline material 
(Thick wall / Narrow lumen....HTN 





ere EN 
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UL G 


DIABETIC 


Cot GN butbortof D. Tiopaty 


duration &-control dependont 
(LASER — Giove & stock.) 


ccc. by 


¢ DM + Nephrotic$+ HIN. 
• Type! > Il drlong history 
• persist. albuminuria 


Stages of D. Nephropathy 


1°” = MULTIPLE MYELOMA. © hyper-filtration. (*crr> 150) 
(related to glycemic control) 


Renal Amyloidosis 


nOtGN but: 
Glomenlooaty 


ccc. by 
• МЕРНАОТІС $ 
—> DETER. OF KIDNEY F. 
СВЕ 


2°” = INFECTIONS + CH. INFLAM. 


o 
o supp. lung (Chronic) 


Lralbuminuria. (30-300) 
Gross proteinuria. (300) 


Renal impairment. 
ESRD. 


> MICRO 
Thick BM 


polarized Micro hyaline arterio-sclerosis of 
CHOC aff. & efferent arterioles 


SONAR-> Enlarged kidney although CRF 





= 


> TREATMENT OF ANY NEPHROTIC $ 


CONSERVATIVE 


1} edema —> Diuretics. 


IMMUNO-SUPPRESSIVE 
(Steroid + Others) 


2) hyper-cholesterimia — hypo-lipidimics. 


3) proteinuria > АСЕЛ. 
4) CONTROL BP + Suqar+ Dier. 


> (nearly stages in DM 0 Glomenlo-sclrosis) 
= (er. recticton 2b in DM at hyper-filtaton) 





Diffuse proliferatie 


(Acure GN & M/C cause off 
Nipliniric $ 
1) post- Infectious: 
(aant & non- atept 2 wke after wg) 


2) SLE 


3) ASP: common in children 
. бию сарн 
© (фара. ges tyel 
© kenara oss Jill esl 
o vupaicengtonon ОЛЫ 
ыо 53500 
4) Shunt Nevhritis. 
(nh d 0-ceplalbue) 





f'cells (epith -- inflamm.) 


Sub-epithelial humps 
(due to IC deposits) 


(If sub-epith — infectious cause) 
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RPGN 


Nivhritic $ + ARF 


Infectious: 
1) post streptococcal. 
2) infective endocarditis. 


Mutti-System DISEASES: 
1) SLE 
2) HSP. 
3) Wegner's Granuloma. 
4) Good pasture $ 


Drugs: 
1) Hydralazine- Rifampicine 
2) penicillamine 


1” Glomerular D. : 





Cresentric GN 


* Cells 
(epith.. + Inflam.) 


EL" а Ü 


[Bad prognosis 
ESRD 


Renal D. + haemoprysis 
1) “Wégnere Grondona 
2) GoodPhatue $ 


Good prognosis |] 
& Start Pulse 
Steroid imum. 








Good Response to Steroids: 60 mq 
4 wks — «ill proteinuria disappear. 
2 wks — after urine become free 

4 wks — gradual withdrawal. 


IF no Response or Relapse...Add 
A) Cyclo-sporine. “berrer” 


b)  Cyclo-phosphamide. 





PROTEINURIA + RENAL SCAN 


MILD TO MODERATE MODERATE 
+N.GFR 4 X GFR 
U 


effective so Add... 
A) Chlorambucil. 
b) Cyclosporine. 


No Response to Steroid th. 


Quis MUSİ + te couse 


1” FMF 
1” FSGN 2" FSGN | ; 
Sass MSI + Sasi MSI + arias (Еѕр. АСЕЛ) 
T" .... Srenoids owl 
é ERO s ttt of cause Melphalan. 4 
2” ... + Cyclosporine TIT. of FMF 
3” ... + Mycophenolare кшн: 





of the cause: 
e infection > ABS 
e SLE —> Steroids 


of Nephrific $: 
© fluid chart 
• anti hypertensives 
e Diuretics 
Prognosis: 
e Good in children. 
e v. bad in elderly. 





PULSE STEROID IMMEDIATELY IF SUSPECTED 


GooD PASTURE $ 
AUTOIMMUNE —> ANTI-GBM AB 
(dr similarity ber. CBM & Alveolar BM 

e LM: crescents “c below” 
e EM: epith. + inflam. cells. 
. IF: no IC + linear deposits vs 








MIXED GN Nephrotic Range proreinuria + 


Active Urinary sediments. 


MEMBRANO-PROLIF. GN MESENGIO-PROLIF. GN 












Kidney & Sore-throat: 
1) Post-smeprococcal. 


2) IgA Nephropathy. 



















I" Idiopathic MPGN. I" Idiopathic MPGN. 


2" fo Infectious D.: 2" fo SLE 
ET . ЭШ ша а 3) ABS Abuse —> Acure HS TIN 
а) e Cryoglobineamia, Bilhaziasis — HS eosinophilia ....uria, 






b) B - Infective Endocarditis.(RPGN / MPGN) 


IGA nephropathy (Burger's disease 





recurrent hematuria 


рама painful 


in chil Adult with URTI "ч 
— 1) IgA Neplinoparh. Vasculitis. 
2) HSP. ADPKD 






» GIS Neoplasm (leukemia - lymphoma) 








1) Nephrotic $ only — heavy proteinuria range. 








2) Nephrific $ obly — Active urine sediments. 
3) MIXED. 





Renal Stone. 
ADPKD 
В. 











ХА Мершорлну xpugumonbumods |$) А|раї%$. 
(Bungas D. | 4) CM disease. 
БракгоЁНЅР) "benign familial | 





hematuria" 
HSP paca 





Micro 









Thick BM + prolif: of mesangeal cells. 


Type I - Sub-endothelial depostis. 


Mesengial proliferation. 











Mesengial proliferation. 


in mesangium. 





IgG - C3 (У C; + Normal C, as SLE.) 













TREATMENT 





= 
DD of Complement in GN 
e MPGN. 


e SLE. 
« post-infectious. 





1) Steroids (proteinuria > 3% mg/d) 
2) Fish oil. (Omega ;) 
3) Long term Ab. 


Quis MS] + No RESPONSE To dRUGS 
1) Plasva —ph. "of choice" 
2) Steroids + Interferon ?! (if HCY) 










NB: Recurrence of GN in transplanted Kidney => FSGN / MPGN. (Type II) 








Tabulo Qiterstiial Newhrite 


Chufammaton o te renal intersttal tecue 





early tote 

y у 
Tubular damage bur TM nrersririal Fibrosis 
(Glomeruli spared) (+hyalinzed Glomenuli) 


NB: pyelonephritis: = interstitial nephritis caused by Infection. 


Acute Interstitial Nepliniris Chronic Interstitial Nepliniris 
(Dnuq Induced HS Nepliniris) 


Causes ABS —> Penicillins, CS, Sulpha — Rifampicin. NSAID abuse. (Ẹ e Chronic headache) 
SCA. 
Frusemide, Allopurinol. 
NSAID 4 Lead. Irradiation. 
Ё Gouty Nephropathy. 
Acure PN. Chronic PN. 


Diagnosis ARF. Oliquric — Acure GN. OF the Cause. 
Non-Oliquric — Acure IN. 
of CRF. 


Allergy > (V- ASH), АИША $ 
үү Z f polyuria 24270 DEFECTS WW URINE CONCENTRATION. 


hyper-sensitiviry — Eosinophilia & Eosinophiluria. 


Proteinuria 45447 < 7 (M ОД ог тиле 























PCT defects > СИИИ, AAURA , PHASPHATURA, DAMAGE) 
DCT defects —> HELRIALEMA - RTA, sabr wasting M47 CUR 
Proteinuria —> <7 GM OT TUBULAR DAMAGE 
Ттт. 1) Srop drugs + shorr term steroid? of cause. 
2) Dialysis for A.R.F. 2) Treated as C.R.F. 
Upper UTI Lower UTI 
(Pyelo-Nephritis = parenchymal D.) (Prostatitis, Cystitis, Urethrizis) 
Loin pain. o No ToxtMia. 
Toxaemia. (fever + Rigors) o Dysuria, Frequency 
+ Dysuria. 
BL. Picture * TLC / ESR / CRP x cas 
e 1 pus cells. Y Е 
* 4 vt Culnnr. v +VE | NE 
Urine 
© WBC cast + ve х Ї 
* Organism coated with Ab. x Infection ty 
Under ABS. 
TTT. Long TERM Short Term Renal Stones. | 











lubular “Defects of the Piney 





TYPE I RTA TYPE 2 RTA 





pathology [ост декст —› Слмт весһетє Н” — PITT PCT defecr > у; НСО, Еє-лЬзопр 
(Isolated / or part of Fanconi $) 
idosi 
1) Acidosis — ¥ tubular reab.of Ca IRET 1) Acidosis. 


> Hypercalcuria —> Ca Stones. ed 2) ука HCO, as it is excreted 


2) Rickers (V Ca in blood) = Stunted gr. шшер зш: 
3) Urine is Alluline. 
3) Tubules can't conc. Urine — polyurea & $K. 








NH,CI e Blood — acidosis Urine pH <5.5| 
TEST 3 ; 
с (CUGIEI) (bec. Kidney CANT ехсгеіе Н") ашышын 


(H* load) 























Ттт. NaHCO, + K supplement Na HCO, + K supplement. 


Others: 
1) Renal glucosuria => (AR) glucose in urine e normal bl. glucose. (PCT defect) 


2) Cysrinuria —/ reabsorption of filtered cystine — f Cystine In urine — cystine stone. 


5) Alponr's $ (henedirany Nepliniris) = hematuria + Deafness + Deafnes 
J d SO. 
b) GN > baematuria & proteinuria > ESRD. 


c) Nerve deafness. 


Relation ber. Kidney & Deafness: 
1) Alpom's $. 
2) Amino-Glycosides. 





Diabetic рт. 


r 


hyper-kalemia + Acidosis 
r GN Interstitial Nephritis 


Urine Analysis 























4 Urea & Cn. | N. Urea & Cr. 
I I 1) RBCs > WBCs. 1) WBCs > RBCs. 
ла 2) RBCs Casrs. 2) WBCs Casts. 
CRF | Normal KFT 
I 5) Albuminuria > 1 qm | 3) « 1 амер 
RTA Type 4 Glucosunia. 






| D. Nephropathy (dr defect in tubules) 





Phaspharunia 














DRUG INDUCED NEPHROPATHY 
(эв ү 


e Pre-renal: e hypovolemia — Diuretics. (loop) 
e RBF — ACEA. 
e Renal ATN —> Aminoglycosides. 
Acure HS IN —> Methicillin- - Sulpha - NSAID. 


e Posr-renal: Clors of blood — Anticoagulants. 
Crystalluria — Sulfa. 
Retroperitoneal fibrosis > Merhysergide. (Vhge) 


e Analgesic nephroparhy (chronic interstitial nephritis). 


3) Nephrotic $ e NSAID - ACE-I (Capropril in Large dose for long duration) 
¢ Penicillamine — Gold. 


4) Acure GN e Rifampicin, Albumin infusion. 


5) Tubular defects Fanconi $ —> Ourdated Teracycline. 
DI => Lithium. “proph. For Manic depressive” 





6) Acure TIN. ABS = Penicillin & Cephalosporins. 
7) Chronic TIN. NSAID 














Analgesic Nephropathy 
(InGestion of 2-3 kq of the drug) 


2 e headache / Arthritis / Neurosis —> Analgesic Abusg 


1) NSAID & Aspirin — |PG — 4 blood supply of the kidney. 





Uncoupling of OP. 
2) Paracetamol — Y Glutathione. 
> Pathology: — (STRESS 
» CL/P: CRF. Anemia. Ur. 


> Treatment: as CRF. 








Раїһ. 





1-2 % of all cases of HTN 





Hereditary AD Poly-cystic Kidney Diseases. 





Common malignant tumor. 











o foro-muscular dygplosia=> yomg 9 
«.— Ülerosoltroto —» olttage 





ccc. by renal cysts + etra-renal uve & cvs) Affecting. Above age of 40 ys. 
enlorged / muliple not cominuwicatng сей Cdeno-corcinoma (orge cl) arising gon POI 
Compressing renal parenchiyind. рта by direct lymphate &-blood 


» CL/P 








Ттт. 








1) Maliqnant HTN, 
2) Abdominal Bruit. 


3) Fundus => hyper-sensitive retinopathy. 


4) hypo-lalemic HTN. (4 kekeno —> Trei — TAM, Il 
32 hyper-allocetranion —» TK secretion —> hypo-halenia) 





1) Duplex scan. ... if +ve 
2) Renal Angiography. iy 
3) MRA = to avoid contrast nephropathy. 


4) Rapid Sequence IVP = soft t. shadow of kidney. 
5) Sonar = small ischemic kidney. 


6) Renal scan — V perfusion after ACE-I 


1) Ami-HTN. (BBs / CCB / Diuretics + Not ACE-I) 


2) Angioplasty = 4 DIMTZD EE BAUDI CATHETER 
> ACES & ARBS AREW IN BHATERM RAS, 








1) Dull aching loin pain. 


2) haemaruria dt hge in cyst or infection. 
3) HIN dt & of RAS. 
4) CRF. Normal Hb dt 7 EP secretion. 





EMMSub-Anachwoid lige. di rupture of Berry Aneurysm. 


> INVEST. 


1) ТУР: д hep op, [calpoes ae elongated & attenaated) 


2) Sonar — CT —> EMARGED NODUIAR KIDNEY 


Why to Diagnose ADPKD ?!! | 


Relatives. 







| Patient 


Recent Drugs > 20 уз. | ке 
Cyst prog. E 


as pt. + Avoid 
М 


+ Complications 
& preserve KFs 





Screening by 
Sonar & CT scan 


DD: hydronephrosis. — Pyonephrosis — Tumor - Solitary cyst. 


1) HIN A 
2) Infections > Ф PENETRATE CYSTS. 
3) Recently —> Drugs \ Cysr progression. 





tphroioxic Drug 





l- early — painless Haematuria. 


2- Late — loin 


use 
Mu duvor 


pain. 


3- Para-malignant $:- 


1) IVP. 


2) Sonar - CT scan 


3) Renal Angiograp! 


4) Biopsy. 


T Renin > HTN. 

+ ALP. 

T PTH >f Ca 

TEP > Polycythaemia. 















So T RBCs in All: 







¢ Urine — hematuria. 






* Blood — polycythemia. 


Nephrectomy. 




















1) Merabalic causes: (c below) 

































2) Obar. & Infection => (TH + PUE DBRS) — 3 — DERIITUN КОТА? > STINE 
7) Dier S EEN tA EINE POKET = Сатти 
4) Climare = опиати ТЇ sarne Ко онат аат 
5) 1” renal disease = PONDUS UNEI- MENUET SPOKE RENES - RTA 
Causes Ююмашша  Юыксйәй реа: Ойл к 
1) ldvpabic e Sarcoidosis чове 240 ораса 
2) КА © fem Doct =ar Tigs2 = Mal abs. $ 
3) Inanda о Угра (асин (Сә > | FA ebiet te Ca 
Or loop diuretic. adie th bur) à bastia > T prus Bas erp) 
Pathology | • ботен * Whitish. * Whitieh 
© mamillated. * Laminated.. in Alk. urine. e Smooth, 
Specific THT. | £4 stones iv Genen; 1} Na Cime 1} Na Cinare 
+ hype calcunia — 1с. | (Ane Uae) (Hane Une) 
* Y" PTH = Sumeny. 2} Allopusinol. 2} Penicillamine. 
+ RIA = Na Gimme — Al, Urine. A k 
^ —— 
Са Озат =) ... + Cholesymunine + Me Cima. 






























IBI AP simos nagle (angle / nalipa) & абрро осор ра ai ai on i on 
обро й на рачна => rophoeraclenois (hype PTH/ Pend TE f Ve Dus f FTA) 











СЇ./Р of rent stores 














° м u M 1 1) Asympronaric. 
kohaoton — ийи ор койп ern 2) Renal colic: at foin radiates to groin, 
i i i i + 3) ARF (Post renal) on CRF. 
йй сб Батай моё; (бм 
йили p Recaro UG 
INVESTIGATIONS 
Imaging Lab invest, 
3) Хелу AL are mdioopaqus eovept Pure Uric acid, 3) Unine — K5Cs — (painful haemazuria) 
2) IVP — =Sback pressure, gone 6 stricture, pus cell — 2" infection. 
Qrysdis —axalate, P, wate, 
3) Sonan bach presure, one, kidney. 


2) 24h uninany Ga -urate . axalate. + s Ca & Uric A. 
3) Stone Analysis, 


а) Renal scan = reveals obstruction. 





TREATMENT 4 o:¢ of cto © дусу © 


MEDICAL Surgical 


IStones rr. in Stable Cases 











а) Bed west — wanw the Loin. 


b) Ami-spasmodic = ATROPINE, 
c) Analgesics SS PETHIOINEIM 
d) NSAID NEPHROTOMC 





іон мефа hy IY deip af 
(Saline + amopine + papaverine) 





1) Fluids + Amti-spasmodic + Diuneties 
2) Specific rrr. (Dto òa) 






1) Thy 
2) aowe A ne Ec 
зу боёй обе => } узо / abor 
ар beste: => bbe, ers. 


INTERFRRENCE: 


1) Be AUTELE 
2) Ранте бени 
3). АИР 


1) Surgery. 
2) Endoscopy. 
3) ESWL. (6-51 cuss) 














KIDNEY FUNCTION TESTS (KFTS) 










Glmoerular 


GFR 


"best by Renal Scan" 


Non-protein Nitrog. Compounds 


"of Choice for follow up" 



















* Colon. 

© Sp. Gravity. 
e pH. 

e Chemical, 

• Міско. 








* Glucosunia. 























BUN Creatinine Clearance 


"1/2 Urea" 






s. CREATiNENIE 


Affected by: 
(Age - Sex + Ms. built) 
less dependant on Diet | 


oo 


Starts 10 1 when | 
Y GFR » 7596 





"Early Diagnosis of Renal D." 









1) GFR. "excretion" 
2) Liver. "production" | 
4) protein intake. | 





(UX V/P) 










BUN : Creatini 


Causes of T Ratio 
"Normal s. Creatinine" 
Еч 









Causes of Ts. Creatinine: 
1) T protein Dier- 


2) GIT bleeding. 


3) Hyper-catabolic. 
(Trauma / Surgery / CS) 


1) pre-Renal = + Renal perfusion = 
JBP- Jbl. Volume - RAS. 


2) Renal = + Nephrons = GN & CRF. 
3) post-Renal = 1 Tubular pr. = prostatic ++ 









4) Pre-RF 





CysrariN 





Radio-Isorope 
estimation of GFR. 
"MORE SENSIIVE" 





@ A. Auria = Cystinuria / Fanconi $. 









C-level 






e phosphaturia = VDRR. 
* (LMWP) - B, ut-Globulin. 



























e Ratio 








Causes of } Ratio 


= —— 
protein Dier. 






Liver Disease. 


hemo-dialysis pr. 
(Urea is more Dialyzable) 

















| 


Acidification. 
(NH,Cl Test) 
CONCENTRATION 
"Specific gravity of 
morning sample" 


(Water deprivation Test) 
Vasopressin Test 








URINE ANALYSIS 


physical 





Chemical Micro 
l 1) proteins. (see below) 


2)Glucose& KB. (see DM) 
3) Bilirubin/Urobilonogen. (see Liver) | 























Sp. Gravity 


"Osmolality= No. of particles" 


pH 


proteinuria 
(N = Taw-lorsfall pr. + Trace Albumin) 


Amber Yellow | Normal, “Urochrome” 


Reddish 


Acidic 
URINE 


-Alkaline 


Urine 

















hematuria, 
hburia = IVH. 


Mburia = Crush $. 


Tryprizole. 


AlkapNrutiA 












1) RTA. "kidwey can't excrete Н) 
1) DM. (di Glucose) 2) NaHCO; or Cini. 
2) + Renal perfusion. (or TIT. of PUY 


3) proteus infection. 
"urea splitting org." 






1) DI. 


2) Compulsive 
Water intake. 


3) TIN. 


mild proteinuria 


Bi ish 
nowNis («3.5gm) 


Blvish 
Greenish 
Blackish 


heavy proteinuria 
(73.5 gm/24 hr.) 















1) Glomerular = Nephritic $. 
2) Tublar = TIN. 
3) Overflow = MM "Bence Jones" 


4) hemodynamic = CHF - fever 
Orthostatic - Exercise. 






















Crystals 
ENT] I 


of Value only if the | 
pr. is symptomatizing 








RBCs УВС» 














НЕМАТОВЇА pyuria 
if> 5 / HPF. (> 10/ HPF in mid stream urine) / 





24 lins. Crystals is more 
ACCURATE 


1) Oxalate. (Acidic) 
2) Urate. (Acidic) 
3) phosphate. (Alkaline) 








МЕ Culture 


Sterile pyuria 


1) UTI under ABS. 
2) TB > ZN /PCR. 


3) Renal Stiones. 
4) GN —> Albuminuria. Broad Casts CRF dr hyper-filmarion in the remaining healrhy nephrons 


3) Drug Induced IN > —> Dilated kidney tubules . 





pre-Renal 









GN. 
Anti-Coag. Th. | | (Dysmorphic) 
BL. Tendency. PN. 








Tumors , STONE. 

















Important Notes in Nephrology 


Contrast Nephropathy: (CT - Angiography — IVP) 


Old Age Renal D. 
Multiple Myeloma Dehydration 


PRECAUTIONS: 
1) Good hydration. 


2) Stop ACE-I before it by 48 hrs. 
3) 48 hrs b4 & Afrer = Aminophyline +NAC. 


Causes of CRF: 


Diabetic Nephropathy. (long duration} 

Systemic HTN. {long duration) 

Chronic GN. (history of puffiness + post-smeprococcal infction) 
Obsmuctive Uropathyy. (Stones, B) 

Analgesic Nephropathy. (Abuse of paracetamol + Aspirin) 

Lupus Nephriis. {Young F + Arrhropathy + Skin Rash) 

Cong. Poly-cystic kidney. (+ve FH) 

Сол. (history of Arthmopathy + Allopurinol) 
Un-derermined etiology. 





CRF + / ВР 


1) Salt losing Nephropathy. Eq. TIN. 
2) Hypo-reninism eq. (D. Nephroapthy, Obst. Uropathy & IN) 


CRF + mild Anemia dt 7 EP 


1) Polycystic Kidney. 
2) Hyper-Nephroma e CRF. 
3) Hydro-Nephrosis. 


MINIMAL LESION GN 


No CRF bur ARF occurs due to excess Diuretics 
— hypovolemia > pre-RF 














Nephrotic $ problems: 


DLC eh ui) —> FSGS / MPGN. 


2) Generalized LN++ — Nephrotic $ 
e AIDS — FSGS. 
e — lymphoma — minimal lesion 
3) Fever —> Nephrotic $ ? 
e FMF -> Amyloidosis kidney. 
e Malaria —> Membranous GN. 
4) Arrhropathy — Nephrotic $ ? 
e SLE — lupus Nephniris. 
e RA -> Anmyloidosis kidney. 
—> Drugs —> NSAID, penicillamine & Gold. 


7) DM (Long-Standing) + Nephroric Sain Gul ule 





Renal Calcification = Nephro-calcinosis 





hyper-calcemia dr......(hyper-PTH / Sarcoidosis / Vir, D Toxicity) 
RTA 

Renal TB. 

Renal infarction. 

RCC, (Renal Cell Carcinoma) 





Renal Vascular Disorders 


— Nephrocalcinosis > CRF 
Malignant HTN | > ARF. 
Scleroderma Nannowiq of [BEREIT EN — Maliqnanr Crisis —> ARF. 
PAN Narrowing of AORN —> HIN 
TTP / HU$ Thrombocyropenia — hemolytic An. — RF 


Athero-Embolic e Catheter For Angioplasty — ulceration of Atheromarous plague. 


Renal D. e Anmi-Coaqulanr + Thrombolytic Th. —> showers of Cholesterol emboli 
— ARF + Systemic Emboli. 


e RY Thrombosis: e Nephroric $. (Membranous GN) 


(congestion OF Kidney e RCC. 


—> stretch of capsule ¢  Thrombophilia. 
— loin pain + RF) 














P7? — hse lamor - Mephroblastoma 


» CL/P: youw child. (1*5 уз.) 
e Early — Loin pain. “Early Diagnosis” 
e Lare — hemaruria. AN CSc Renal carcinoma. 


Invest.: Sonar — CT — Angiography. 


$ Nephrectomy + Radio-th. “qood response” 


Liver D. — RF 


Т) hepato-Renal $. “in sever LCF —> ARF 
2) B Nephropathy > FSGN & MPGN. 
3) Viral hepatitis. 
4) Rupture Varices early —> pre-RF. 
Lare — ATN. 
7) Obsr. Jaundice > D. Bilirubin — Bilirubin Nephropathy. 


1) Normal Albumin in Urine < 20 mod. 
2) u - Albuminuria 30 -300 ma/d. (early detection of D. Nephropathy) 
З) Overr Albuminuria > 300 md/d. 


Methods To MEASURE PROTEINURIA 


1) 24 hr. Urinary excretion. 
2) Albumin / Cr. Ratio. 
3) Dip^srick — can’t derect Bence Jones pr. of (Multiple Myeloma) 


Normal Values: 


+ юн 
150 — 200 wq / 24 hn. 














